The paper by Macefield et al. in this issue of the Journal of Infection Prevention describes their work on developing a reliable measure to identify surgical site infections (SSI) that occur post discharge. Their detailed work provides interesting insights into the importance of language used to express concepts related to infection in ensuring consistent interpretation. Unusually, patients were involved in both developing and testing the content of the measure, providing greater assurance of both its relevance and practicality as a surveillance tool. This study addresses a key problem for SSI surveillance systems especially in the context of marked reductions in length of stay following surgery that have occurred in recent decades. Finding robust methods of identifying infections after the patient has been discharged from hospital is critical to measuring the risk of SSI. Reviewing only hospital records to find cases will vastly underestimate the true size of the problem, since most infections take at least five days to become apparent and the average length of hospital stay is now less than this for many categories of surgical procedure (Public Health England, 2016) . One of the strengths of the study by Macefield et al. is the participation of a range of healthcare professionals, not only surgeons, together with patients in the work. As the authors point out, post-discharge assessment of SSI by healthcare professionals is problematic and expensive; solutions that involve the patient are therefore to be welcomed.
Despite consistently being identified as the third most common healthcare-associated infection (HCAI) in the UK (after pneumonia and urinary tract infection) and associated with considerable morbidity, mortality and costs, national systems for monitoring and driving the prevention of SSI have received little attention or resources (Coello et al., 2005; Health Protection Agency, 2012; Jenks et al., 2014) . This is perhaps surprising given the wealth of evidence that surveillance and feedback of rates of SSI are critical to driving good practice and reducing infections (Wilson, 2013) .
NHS Improvement have recently recognised that few hospital Trusts in England capture data on rates of SSI across a wide range of surgical procedures. Surgeons are therefore unaware of the risks of SSI associated with their surgery, how their infection rates compare with other surgeons or hospital Trusts, and where improvement is indicated to prevent these important HCAI. This is a problem that has been highlighted in data reported by the national SSI surveillance programme for many decades (Public Health England, 2016) . The response of NHS Improvement is being driven by the 'Getting it Right First Time (GIRFT)' programme. This initiative aims to conduct six-month retrospective prospective audits to identify SSIs, with data to be collected by trainee doctors (NHS Improvement, 2017).
The GIRFT programme in England is a national initiative which is designed to improve clinical quality and efficiency within the NHS by reducing unwarranted variations in service and practice. It was initially established as a partnership between the NHS Royal National Orthopaedic Hospital Trust, which hosted the pilot programme, and the Operational Productivity Directorate of NHS Improvement. The pilot project highlighted significant differences in device and procedure selection, costs and infection rates in orthopaedic surgery (Briggs, 2015) . In November 2016, GIRFT was awarded an additional £60 million funding to expand and accelerate delivery of the programme across more than 30 clinical specialties. Although it is difficult to access information about the methods and outcomes of the programme, the general approach appears to comprise three elements. First, the analysis and feedback of performance data via a dashboard (e.g. readmission rates, rates of revision surgery, surgical site infection, length of stay, patient reported outcomes, consultant volume and costs). Second, the review and written feedback about clinical practice by a senior clinician, and third, commissioning levers to change behaviour (Barrett et al., 2017) . The programme focuses on using insight from frontline doctors to identify differences in the way services are delivered, encouraging sharing of best practice between Trusts and proposing improvements to help improve efficiency and patient outcomes.
However, one of the major challenges of measuring rates of SSI is the difficulty of obtaining data that are sufficiently accurate to drive improvement, rather than triggering unnecessary action or supporting complacency. HCAIs that lend themselves to laboratory-based surveillance, e.g. bloodstream infections or Clostridium difficile, are relatively easy and 'resource-light' to monitor and can use aggregate denominators derived from general admissions data in order to calculate comparative rates. However, surveillance of SSI presents some unique challenges because both the numerator and denominator data are not readily available and, particularly for the former, are open to variation in interpretation. The methods used to find cases of SSI have a major effect on the probability of detecting it and therefore on the accuracy of the metric. Prospective, active surveillance, where each patient who has a relevant operation is followed up prospectively to determine if they develop an SSI, will find more cases of infection than retrospective or passive methods (Wilson, 2013) . Thus, key to making judgements about variation in quality based on variations in rate of SSI is confidence that they are based on the use of similar methods of case finding (Bratzler, 2013) . The problem of case finding is compounded by the paucity of clinical documentation and variance between 'clinical diagnosis' of SSI versus a standardised surveillance measure that is required for making comparisons over time and between organisations (Talbot et al., 2013) . Signs and symptoms of SSI are often not recorded in sufficient detail to make accurate judgements about the presence of infection from case notes, and even when presented with casevignettes the agreement between clinicians about whether an SSI is present is poor (Lepelletier et al., 2012) . In many types of surgery, SSI occur rarely and can be dismissed as chance events that are 'not preventable'. The rate of SSI measured over a sufficiently long period of time using systems that consistently and reliably detect how many infections occur to support comparison within and between organisations is therefore the key indicator of practice quality -focusing on single events can be misleading. These are important issues for the GIRFT programme to consider if the data captured are to truly inform improvement activity.
Another important component of successful improvement activity is the active engagement of the wider clinical team. As evidence from 'learning organisations' shows, a focus on bringing about 'improvement from within' is essential and 'real-time access to knowledge' is a key component, but other characteristics are also crucial. These include a leadership that is committed to a culture of teamwork and collaboration, including patients as members of the team and the use of quality improvement methods informed by systems thinking (Ham, 2014) . Currently, the GIRFT programme appears to be primarily focused on, and driven by, doctors. While this is commendable, it will need to draw on the skills, knowledge and expertise of others involved in the delivery of surgical care including nurses, infection prevention specialists, allied health professionals and managers, if real and sustainable change is to be achieved.
The GIRFT audit also proposes that junior doctors review the surgical pathway of patients with SSI to determine whether good practice has been followed and use this information to drive improvement. Whether a patient develops an SSI is rarely associated with a single lapse in practice but rather reflects a combination of intrinsic and extrinsic factors that contribute to micro-organisms being introduced to the surgical site and establishing infection in the tissues (Wilson, 2013) . A broader audit of processes required to prevent SSI is of more value than attempting to discover details about single procedures that are commonly not documented. The aim should be to eliminate system problems in the care of all patients and thereby reduce the number that develop SSI. Certainly, the work of the OneTogether partnership indicates that lapses in best practice to prevent SSI across the surgical pathway are common and involve many different healthcare professionals. Poor compliance with best practice occurs because of lack of local policies, poor knowledge/training, problems with leadership and poorly defined responsibilities (Wilson et al., 2015) . The OneTogether Assessment toolkit for infection prevention practice across the surgical pathway provides a structured framework, based on evidence based standards, on which to identify areas for improvement (Wilson, 2015) . This toolkit recognises that improvement requires collaboration and is designed to be conducted cooperatively by theatre practitioners and infection control specialists (Woodhead, 2017) . This is particularly important for supporting the development of effective solutions, encouraging transparency and challenging complacency.
The focus by NHS Improvement on prevention of SSI is welcome. Now the challenge is to translate the investment into improvements in surgical care, encouraging collaborative working and harnessing the skills of all the clinical team in achieving this critical improvement goal.
